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Abstract

With current healthcare reform and calls for improving care quality and safety, there is renewed 

emphasis on high value care. Moreover, given the significant healthcare resource utilization for 

patients with chronically progressive illnesses or for patients at the end of life, innovative and 

efficient care delivery models are urgently needed. We propose here the concept of a “sentinel 

hospitalization”, defined as a transitional point in the patient’s disease course that heralds a need to 

reassess prognosis, patient understanding, treatment options and intensities, and goals of care. 

Hospitalists are well positioned to recognize a patient’s sentinel hospitalization and use it as an 

opportunity for active integration of palliative care that provides high quality and cost saving care 

through its patient and family oriented approach, its interdisciplinary nature, and its focus on 

symptom control and care coordination.

As hospitalists now care for expanding numbers of America’s aging patients, many of whom 

have chronic, debilitating illnesses or are near the end of life, there is a burgeoning need for 

innovative approaches to optimize quality of care and control costs, especially in the last 

year of life (1,2). In the inaugural issue of JHM, an overview of how hospitalists and 

palliative care specialists can work hand-in-hand to care for these seriously ill, hospitalized 

patients was presented (3,4). This perspective highlighted a symbiotic and mutually 

beneficial relationship between the two specialties based on their shared values, missions, 

and complementary strengths (3,4). Since then, a number of collaborative ventures offering 

palliative care for seriously ill, hospitalized patients have been developed and examined in a 

variety of settings (4–6).

A key collaborative undertaking for hospitalists and palliative care specialists is the 

appreciation of the unique trajectory of each chronic illness toward the end of life. For 

example, patients with cancer or neurodegenerative disease tend to have relatively stable 

functional status until the final months of rapid deterioration. On the other hand, the courses 

of patients with COPD, CHF, ESRD, and HIV/AIDS tend to be punctuated by episodes of 

acute exacerbation with often nearly complete return to previous status. Finally, dementia 
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usually follows a slow course of gradual decline leading to death (7). Ideally, active 

management of symptoms and discussion of prognosis and goals of care should happen in 

the early stages of these chronic illnesses, yet most often they are left until an acute 

hospitalization late in the disease course. The following case illustrates the point.

Case 1: Mrs. M is an 89-year-old woman with Alzheimer’s dementia diagnosed 7 years ago 

who has been cared for at home by family members. She is admitted to the hospital for 

urinary tract infection and volume depletion. She is bedbound, cachectic, and has a stage III 

decubitus ulcer. Her daughter describes a 6-month history of feeding problems, 20 lbs. 

weight loss, and two recent hospitalizations for aspiration pneumonia. She improves 

somewhat with hydration and intravenous antibiotics, and the physical therapist recommends 

rehabilitation. Mrs. M does not have decision-making capacity, and her long time family 

physician has not inquired about care preferences or goals. The hospitalist team meets with 

family members to discuss the trajectory and prognosis of advanced dementia, and 

recommends against artificial nutrition and hydration, and for initiation of palliative care 

service at a skilled nursing facility.

In this example, the hospitalist team recognizes the advent of frequent infections and 

diminished oral intake in advanced dementia as signals of increased morbidity and mortality 

warranting palliative care intervention (8). This, we suggest, represents a “sentinel 

hospitalization”, a hospitalization in the disease course that heralds a need to reassess 

prognosis, treatment options and intensity, and goals of care. Hospitalists are well positioned 

to recognize such transition points in the disease course by considering the patient’s recent 

history of illness, to offer an impartial overview of illness progression, and to optimize 

patient care using principles of palliative care. Additionally, hospitalists have advantages of 

geographic convenience, readily available consultants, systemic support, and a detachment 

from the longitudinal patient-physician relationship, which may enable more accurate 

medical prognostication (9).

There are many ways to identify a sentinel hospitalization. For example, hospitalists can use 

the ‘surprise’ question, “Would you be surprised if the patient died within 12 months?” on 

admission for the majority of cancer and dialysis patients. The answer “No” predicts a 3.5- 

to 7-fold increase in one-year mortality (10,11). In a powerful predictive model for one-year 

mortality using readily available clinical, laboratory, and functional characteristics, medical 

inpatients in the highest quartiles have one-year mortality exceeding 60% (12). Recently, 

several more complicated prognostic models have been derived and validated in large 

cohorts of medical inpatients, which predict short-term (30-day) and long-term (0.5–1 year) 

mortality with great accuracy (13,14). There are also many disease-specific prognostic 

features, e.g., diagnosis of metastatic disease with poor performance status or high symptom 

burden, progression of chronic kidney disease with consideration of hemodialysis, additional 

stroke in multi-infarct dementia, and frequent exacerbation of severe COPD or severe CHF 

(15–21). Finally, frequent readmissions and prolonged hospital or ICU stay can also be used 

(17,19). These criteria are summarized in Table 1 with time frames.

Once a sentinel hospitalization is identified, hospitalists, with input from the patient’s 

primary care physician and subspecialists, can then develop a comprehensive strategy to 
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evaluate current disease management, to educate patient and family accordingly, and to 

actively integrate palliative care services as appropriate. The next challenge facing the care 

team is how to deliver the necessary palliative care. While it is unnecessary and improper to 

ask for palliative care specialist consultation for every sentinel hospitalization, we believe 

that the best approach is for hospitalists to be the primary deliverers of basic palliative care 

in the hospital while consulting palliative care specialists for refractory symptoms and 

complex scenarios (22). According to this generalist-specialist palliative care model, 

physicians of all specialties should define and master a basic palliative care skill set for their 

patients. For hospitalists, the relevant skill set includes assessing and treating pain and other 

symptoms such as dyspnea, nausea and vomiting, and constipation, estimating prognosis, 

and initiating goals of care discussions (22). The following case illustrates this point.

Case 2: Ms S, a 21-year-old Hispanic woman with advanced, recurrent head and neck 

cancer, status post multiple surgeries, chemotherapy, and radiation therapy, is admitted to the 

hospitalist service for aspiration pneumonia, which responds to antibiotics rapidly. However, 

her cancer-related somatic and neuropathic pain soon becomes refractory to opioids 

prescribed by the hospitalist team. She also develops significant dyspnea, xerostomia, 

depression, anxiety, and existential suffering. With the help of the interdisciplinary palliative 

care team, her pain is relieved by a patient controlled analgesia (PCA) pump and methadone. 

A palliative care social worker and chaplain visit her and her family daily to address their 

distress. Eventually, the care team is able to provide a stable medical regimen for symptom 

control and to use it across the entire care continuum.

In this example, the hospitalist team, with the support of palliative care specialists, provided 

basic palliative care and longitudinal integration of palliative practices into the patient’s 

overall treatment scheme. Hospitalists, given their scope of practice and sheer volume of 

patients, are well positioned to rapidly gain competencies in symptom management, 

empathic communication, and interdisciplinary teamwork (23, 24). Hospitalists may benefit 

from innovative and collaborative palliative care education using interactive online modules, 

case simulation, communication workshops, and observed evaluation and feedback (25). 

Several modes of collaboration between hospital medicine and palliative care have been 

developed including implementation of palliative care consult triggers on admission, 

palliative care participation in hospitalist interdisciplinary rounds, and disease specific, 

integrated management programs (17, 26). These collaborations are particularly important as 

the quality of inpatient care at the end of life is still suboptimal and more appropriate use of 

palliative care will be beneficial (27). Recently, some hospitals have developed specialized 

inpatient palliative care units, combining intensive palliation within patient medical surgical 

level of care, as well as providing hospice care. Staffed by palliative care specialists or 

hospitalists, they provide efficient, cost saving care to patients with advanced chronic illness 

or terminal disease in need of intensive symptom management (28). Finally, there is 

mounting evidence supporting the clinical effectiveness of palliative care in diverse 

specialties such as oncology, pulmonary and critical care, and nephrology (29). For example, 

in the setting of metastatic non-small cell lung cancer, early initiation of palliative care has 

been shown to improve symptom control and quality of life, reduce chemotherapy use at the 

end of life, and interestingly, prolong median survival by almost 3 months (30). This has led 
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to a position statement from American Society of Clinical Oncology encouraging early 

integration of palliative care into standard oncologic care for advanced disease (31).

Recognizing a sentinel hospitalization allows palliative care to be integrated at transitions of 

care and carried forward. For patients with chronic debilitating illnesses who are 

approaching the end of life, appropriate care transitions will ensure that their short- and 

long-term care matches their goals of care, assure timely clinical follow-ups, and help 

reduce hospital readmission and health care resource utilization (32). Importantly, timely 

and compassionate communication is one of the keys to the success of both hospital 

medicine and palliative care. Many patients with life limiting diseases prefer to receive 

prognostic information and to discuss goals of care (33). How this information is integrated 

and communicated through the care continuum is crucial, especially in the era of duty hour 

limits and frequent handoffs. The information exchange needs to facilitate active 

participation of primary care physicians who may not be involved in hospital care. Some of 

the innovative strategies for communication and transfer of palliative care information, such 

as prognosis, goals of care, family meeting consensus, and symptom control interventions, 

include a palliative care checklist in the electronic health record, incorporation of prognostic 

and family meeting information in the discharge summary, and links to the national POLST 

advanced care planning program (34). Of note, a pilot program in the United Kingdom 

adopting an electronic palliative care summary has reduced after hour ER visits and hospital 

readmissions (35). The following case illustrates this point.

Case 3: Mrs. K, an 82-year-old Russian speaking woman with newly diagnosed metastatic 

pancreatic cancer, is admitted for worsening obstructive jaundice and a second opinion about 

treatment. A biliary stent is placed and her jaundice slowly improves. The patient and family 

have requested chemotherapy. However, the oncologist determines that she would only 

qualify for a phase I trial given her poor performance status. The hospitalist team requests 

the help of the palliative care consult team to manage her severe pain, depression, and to 

provide support to the family. After several family meetings, the patient and family choose 

not to pursue chemotherapy. Given the lack of adequate support at home, she is discharged 

to a skilled nursing facility for short-term rehabilitation with plans to transition to the in-

house hospice program. The hospitalist, palliative care attending physician, and the medical 

director of the rehabilitation facility have a three-way phone conference to confirm the plans 

of care and to ensure a smooth care transition.

In this case, the hospitalist team recognizes that this is a sentinel hospitalization for Mrs. K 

that requires extensive palliative care intervention. Often, transitioning to skilled nursing 

facilities (SNF) is the default pathway for patients needing hospice/palliative care, especially 

when patients and families are not yet ready to discuss prognosis realistically or to accept 

hospice, or there is not enough support available at home. A recent large cohort study 

showed that 30% of patients in their last 6-month of life had used, and nearly10% of such 

patients had died under Medicare’s post hospitalization SNF benefit (36). While the 

worsening disease trajectory may not be apparent at hospital discharge, it is more likely that 

the financial and practical limitation of the Medicare Hospice Benefit accounts for this 

observation, which includes limited home health aid hours, lack of coverage for room and 

board, and lower payments to SNFs (36). Hospitalists can help address the issue of discharge 

Lin et al. Page 4

J Hosp Med. Author manuscript; available in PMC 2020 February 28.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



location for patients needing palliative care. Sometimes this requires extensive 

communication before and after discharge to help enhance the transition from a 

rehabilitation facility to hospice/palliative care. Appropriately integrated palliative care at 

the time of care transitions, in the form of hospice or longitudinal home-based palliative care 

rather than just routine clinic follow-up, has the potential to reduce 30-day readmission for 

chronically ill, elderly patients and for patients near the end of life (37,38). It is critical that 

national policy, suitable reimbursement, and financial incentives support this practice. A 

demonstration project, BOOST, organized by the Society of Hospital Medicine, integrates 

palliative care evaluation into a comprehensive discharge assessment tool. This intervention 

has been shown to reduce readmissions to acute care hospitals (39).

In this article, we define a sentinel hospitalization and suggest that its recognition provides 

an important opportunity for hospitalists to actively integrate palliative care into patients’ 

chronic disease management programs, with inputs from patients, their families, their 

primary physicians and subspecialists, as well as palliative care specialists. We also 

recognize that within non-sentinel hospitalizations, there are important opportunities to 

discuss prognosis, goals of care, and advanced care planning. This approach allows the 

“fresh eyes” of hospitalists to assess the patient’s current health status and prognosis, to 

communicate these relevant clinical issues with the patient and family, and to encourage 

discussions about goals of care and advanced care planning during the sentinel 

hospitalization. It also provides a structured vehicle for soliciting the patient’s (and family’s) 

perspectives and documenting them in the medical record. A compilation of sample items to 

guide discussion can be found in Table 2. Hospitalists, equipped with basic palliative care 

skills and supported by hospital and community based palliative care teams, can thrive in 

this unique position of optimizing the quality of care for these patients (40). Almost twenty 

years ago, the field of palliative care rose to national prominence on the findings of the 

SUPPORT study, which investigated the suboptimal end of life experiences of hospitalized 

adult patients (41). Since then, the fields of both hospital medicine and palliative care have 

grown, yet the best is still to come for their collaborative excellence, mutual education, and 

shared care innovation at the forefront of medicine.
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Table 1.

Common Criteria Defining a Sentinel Hospitalization

Common Criteria Time Frame References

“No” to the ‘surprise’ question: Would you be surprised if the patient died in 12 months? 1 year 10, 11

Newly diagnosed metastatic solid cancer Various 17

Metastatic solid cancer admitted for uncontrolled symptoms Various 17

Progressive CKD with consideration for hemodialysis 1 year 17, 18

GOLD Stage IV COPD with frequent exacerbation Various 20

NYHA Stage IV CHF with frequent exacerbation 1 – 2 years 21

Advanced dementia with frequent UTI, aspiration PNA, and feeding problem 1 – 2 years 8

Overall prognosis of high mortality using available indices 30 days – 1 year 12, 13, 14

More than 3 admissions in last 6 months 6 months 17, 19

Prolonged ICU stay (>7 days) Weeks 17, 19
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Table 2.

Sample Discussion Items during a Sentinel Hospitalization

Patient/family understanding of disease process and treatment outcomes

Patient/family understanding of disease prognosis

Availability of alternative treatment options including palliative/hospice care

Patient/family wishes/goals of care

Advanced care planning including limitations of care

Inventory of symptoms (frequency, severity, modifying factors, timing, and treatments)

Social and financial stress

Emotional and existential stress

Social support system and caregivers

Living arrangements
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